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Cl inical Section 


Modern Treatment of Mental Disease 

by George A. tittle, M.D. 

An Address to the Winnipeg Medical Society, 
September 18th, 1942 


A few decades ago when psychiatry was a 
relatively new science it must be admitted that 
our treatment resources were rather meagre. 
That is not so today. We have learned a great 
deal about the nature of mental disease and this 
increased knowledge has naturally been paral¬ 
leled by more rational and intelligent treatment. 

The present-day approach to our problem 
recognizes mentation as simply one function of 
the organism. To understand and properly treat 
a disorder of mentation it is therefore necessary 
that we learn to think in terms of the total struc¬ 
ture and anything which affects that structure. 

A most important preliminary and necessary 
step in adequate treatment then is proper facil¬ 
ities for observation, examination and diagnosis. 
The mental hospitals of today are well equipped 
in this respect and the patient on admission has 
the same advantages in the way of trained and 
experienced personnel, modern diagnostic facil¬ 
ities and so on as does the patient who enters a 
general hospital. A brief description of the rou¬ 
tine employed at the Brandon Mental Hospital 
will suffice to illustrate this point. 

The patient on admission is admitted first of 
all to the Reception Unit. This is a separate unit 
of the hospital designed specifically for examina¬ 
tion, diagnosis and treatment. It is well equip¬ 
ped and adequately staffed. On admission the 
patient is always seen by a physician who makes 
a preliminary examination and leaves the initial 
orders. If relatives are accompanying a full his¬ 
tory is obtained. During the next several days 
various examinations are carried out, a complete 
physical checkover, accompanied by laboratory 
and other tests and special examinations as 
indicated, and finally the mental examination, 
which is very thorough and all-inclusive. The 
case is then written up and presented in a con¬ 
ference of all the physicians. There the case is 
studied thoroughly and diagnosis and treatment 
discussed with all members of the staff contrib¬ 
uting. 

Now a brief general outline of our treatment 
policy: 

1. Prevention. All treatment must first be¬ 
gin with prevention. We have made a good start 
in this direction. At our hospital two separate 
Out-Patient departments are in active opera¬ 
tion: (1) Child Guidance Clinics. These operate 
weekly in the City of Brandon and attend to the 
problems of childhood, and work in close co-op¬ 
eration with the schools. Travelling clinics to 
outlying points in Western, Southern and Noith¬ 


em Manitoba were in active operation prior to 
the War but have had to be discontinued for the 
duration; (2) Adult Out-Patient Clinics. These 
operate from the hospital itself and attend to 
psychiatric and neurological problems in the 
adult. 

Closely linked up with prevention must be 
an educational programme. Mental hospitals 
have long had to operate against a barrier of 
misconception, and sometimes prejudice on the 
part of the lay public, and this must be over¬ 
come if the hospital is to fulfil its community 
function. High pressure salesmanship tactics 
should not be used, but that does not mean that 
the problem should be altogether avoided. Much 
can be done by means of talks and a willingness 
at all times to permit the public free access to 
the hospital for inspection and a chance to see 
for themselves what our problem is and how we 
are trying to deal with it. And above all we must 
give maximum service. In the long run results 
speak loudest of all. 

2. Hospitalization. This is the first step in 
active treatment. In general medicine the first 
step is to put the patient to bed. In our work our 
bed is the hospital. 

3. Symptomatic Care. During the early 
stages of disease our first problem is often to 
combat the acute symptoms, just as in a dia- 
betic coma you must first control the coma be¬ 
fore using more specific measures. Symptomatic 
measures are— 

(1) Protective. Against the dangers of physi¬ 
cal exhaustion, suicide, injury to self and 
others. 

(2) Sedative Therapy. Not quite as simple as 
it sounds. Experience counts for a great 
deal. 

(3) Hydrotherapy. Packs and baths. Helps to 
control over-activity, combat exhaustion 
and has a definite sedative value. 

(4) Occupational Therapy. Of great value One 
really has to have worked in a mental hos¬ 
pital to appreciate its value fully. 

4. Specific Therapy. Measures which have 
a more or less specific action in a particular con¬ 
dition. We may include under this heading 

(1) Antisyphilitic routine. Malaria, etc. 

(2) Epileptic regime. 

(3) Prolonged narcosis. 

(4) Insulin Shock Therapy. 
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(5) Convulsive Shock Therapy. 

(6) General Medical and Surgical Procedures. 

Where the mental disorder is secondary to 
the physiological disturbance. 

5. Psychotherapy. Should accompany or 
follow the foregoing. To put it quite simply, 
psychotherapy is a method whereby we first 
determine by analysis the assets and liabilities 
and secondly in the light of knowledge obtained 
do what we can to liquidate the liabilities and 
improve the assets. Properly employed it can 
often do a great deal. Psychotherapy takes the 
form of 

Therapeutic talks. 

Personality studies. 

Psychoanalytical procedures. 

6. Placement. Consists of efforts to correct 
pre-existing environmental irritants such as 
faulty home environments, marital incompati¬ 
bilities, etc. 

7. Follow-up Care. Here as in the matter of 
placement, we are sorely in need of better facili¬ 
ties. Field workers would be tremendously help¬ 
ful but it means an additional expense, a minor 
item, which is however never easy to circum¬ 
vent. 

I shall now deal in somewhat more detail 
with the Shock Therapies. 

Insulin Shock Therapy 

Historical 

First published reports were in 1934 by 
Manfred Sakel, a Viennese psychiatrist. Origin¬ 
ally employing it in the treatment of withdrawal 
symptoms in drug addiction, his observations 
made in this study led him to try hypoglycaemia 
in the treatment of psychoses. The treatment 
was introduced in North America in 1936. It 
was first used early in 1937 at Selkirk Mental 
Hospital and treatment was commenced at our 
hospital in October, 1937. 

Types of Patients Treated 

1. All forms of Schizophrenia, and selected cases 
of Manic Depressive Insanity and the psy¬ 
choneuroses, especially those cases showing 
a schizoid coloring. 

2. The disease should be of recent onset, ideally 
of six months or less. 

3. Age and presence of organic disease, espe¬ 
cially pulmonary or cardiac, are contraindi¬ 
cations. With proper care, however, organic 
damage need not be an absolute contraindica¬ 
tion. 

Organization of Routine 

Of prime importance. There are definite 
risks and complications to Insulin Shock Ther¬ 
apy and these can be kept within reasonable 
bounds only by organization of a carefully 
thought out routine and strict adherence to 
same. In our hospital a physician specially 


trained in Shock Therapy is in constant attend¬ 
ance throughout the shock period, and the Insu¬ 
lin Service is adequately staffed with specially 
trained nursing personnel. 

Procedure 

We will not go into elaborate detail. Treat¬ 
ment is given daily with the exception of Sun¬ 
days and statutory holidays. Insulin is given at 
7:30 a.m. The initial dosage is 30-40 units in¬ 
creased daily, until a shock dosage is reached. 
This dosage varies greatly but we seldom go 
much higher than 400 units. During the second 
hour signs of shock appear and from then on un¬ 
til the patient is brought out of shock close 
supervision and constant vigilance is necessary. 
Shock is terminated by the, administration of 
sugar graduated by the amount of the Insulin 
dosage. Routinely they are fed by nasal tube, 
and where quicker action is necessary by the 
intravenous route. 

When fully awake they are kept active and a 
definite programme of activity and occupation 
during the remainder of the day is prescribed. 

Complications 

A variety of complications may occur, the 
most serious of which is of course sudden col¬ 
lapse and death. During our first year of exper¬ 
ience with the treatment these complications 
were naturally higher than could be desired. 
With increased experience, however, we have 
found it possible to keep them within reasonable 
bounds without, we feel, losing any of the thera¬ 
peutic benefits of the treatment. Chief modifi¬ 
cations have been slight lessening of the depth 
of shock and more important than this shorten¬ 
ing the duration of the shock period. Over pro¬ 
longation of the shock period, we feel, is the 
greatest single cause of complications. 

It must still be remembered that it is defi¬ 
nitely a Shock Therapy. In our opinion when it 
ceases to be a Shock Therapy the therapeutic 
benefits also cease. 

Results 

Statistics in Schizophrenia for a variety of 
reasons tend to be misleading. Hence we do not 
propose to express them in figures. This may 
sound unscientific. It would be less scientific to 
use figures which may be inaccurate. 

We can define Schizophrenia in general terms 
as a disease occurring in poorly constituted or 
poorly integrated personalities. It is frequently 
characterized by acute episodic outbreaks from 
which the patient may recover totally or par¬ 
tially. In many cases however, particularly the 
more malignant forms, it must be thought of as 
a chronic and progressive disease. These points 
must be kept in mind when we use tiie term 
“recovery.” Our results may be summarized as 
follows: 

1. The discharge rate as compared with pre¬ 
vious records has been definitely increased. 
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2. The percentage classified as “recovered” and 
“improved” is also definitely higher. 

3. The duration of the illness in discharged 
patients has been reduced by slightly over 
two months. 

4. Many Schizophrenics become permanently 
hospitalized. There are reasonable grounds 
for belief that in many cases the age when 
permanent care becomes necessary has been 
set back several years. From a social and 
economic standpoint this is quite important. 

5. Insulin Shock Therapy has greatly influenced 
our internal hospital administration. The in¬ 
cidence of excitement, destructiveness, ex¬ 
haustions and the various other vexatious 
problems in nursing care has been sharply 
reduced. 

Convulsive Shock Therapy 

Introduced by Von Meduna in 1935. His 
work was with Schizophrenia and was based on 
the supposition of a biological antagonism be¬ 
tween the two diseases. The treatment was 
first used at the Brandon Mental Hospital in 
December 1937. At first Metrazol injected in¬ 
travenously was the method of obtaining con¬ 
vulsions. Although therapeutic benefits were 
satisfactory there were certain technical and 
other disadvantages, and a search for improved 
methods was instituted. Carletti and Bini, two 
Italian workers, in 1937 succeeded in inducing 
the convulsions by electric stimulation. This 
method was not used on this continent to any 
extent until 1940 but by the following year was 
becoming widely popular. A machine was or¬ 
dered for our hospital in October 1941 and on its 
arrival in January 1942 was promptly put into 
operation. 

Apparatus 

We use a machine manufactured by the 
Rahm Instrument Company of New York. It is 
small and compact, weighs only sixteen pounds 
and can easily be carried from ward to ward by 
hand. It operates on a 110-volt A.C. current. 
Voltage and time exposure can be accurately 
graded. Treatment begins usually with a time 
exposure of .10 seconds and a voltage of 80-90 
volts. The dosage is raised gradually as required. 

The current is applied through electrodes 
applied to the temples thus passing through 
and stimulating the motor cortex. Provision is 
made on the machine for measuring head resis¬ 
tance and intensity of the current on applica¬ 
tion. 

Procedure 

Technique of administration is essentially 
simple. Treatment is given three times weekly 
on alternate days between 9 and 10 a.m. Pa¬ 
tients have no breakfast on the morning of 
treatment, and their temples are shaved. Other 
than this there is no special preparation. 


Treatment is given on a hard mattress with 
fracture board underneath. A sandbag is placed 
under the small, of the back and moderate back¬ 
ward pressure is exerted on the shoulders and 
pelvis. These measures promote hyperextension 
and reduce the incidence of traumatic complica¬ 
tions. 

With the patient in position, the temples are 
coated with contact jelly and the electrodes pre¬ 
viously covered with a light cotton pad soaked 
in saline are applied. With the apparatus in the 
Test position head resistance is measured and 
the apparatus set for the required time and 
voltage. The switch is then thrown from the 
Test to Treat position and the current applied. 
Loss of consciousness is immediate though the 
convulsion may be delayed for varying periods 
up to a full minute. The patient, however, has 
complete amnesia for the period of actual shock 
so that the treatment is not at all unpleasant. 

The actual convulsion is very similar to the 
typical epiliptiform seizure. 

Types of Patients Treated 

Originally used with Schizophrenics but it 
was soon found that best results were obtained 
with depressions. In the light of experience we 
have found it applicable in the following types: 

1. Depressions. Probably equally good results 
are obtained in any age group but because of 
the relatively poorer prognosis and longer 
duration in the involutional group results are 
more impressive there. 

2. Manic States. Results are not so good. There 
is a considerable tendency to remission. 

3. Schizophrenia. We do not feel that results 
are compatible with those obtained with In¬ 
sulin Shock Therapy. There is a considerable 
tendency to remission. We use it therefore 
as an adjunct to Insulin Shock Therapy, par¬ 
ticularly in cases showing much stupor, ap¬ 
athy or a depressive coloring. 

4. Psvchoneuroses with depressive coloring. In 
such cases it will relieve the depression but 
probably has little or no effect on the under¬ 
lying neurosis. 

Complications 

Almost entirely traumatic in character. They 
include dislocations, fractures of long bones and 
compression fractures of the mid-thoracis ver¬ 
tebrae. The last named has created the most 
controversy but actually we have never found it 
to be a serious complication. The incidence of 
these complications has been greatly reduced 
by improved methods of technique. 

Comparison of Electrical Shock with Metrazol 

Experiences to date would indicate that Elec¬ 
tric Shock has all the therapeutic benefits but is 
free from many of its disadvantages. 
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Advantages 

1. Elimination of Technical Difficulties. On the 

whole it is somewhat simpler to administer. 
The most troublesome problem with Metra- 
zol was the tendency for the veins to become 
sclerosed. 

2. Cost. Our Metrazol costs were averaging 
nearly $300 per year. The initial cost of our 
Rahm apparatus was $250 and operating 
costs are virtually nil. 

.3. Fear Reaction. This was a very real disad¬ 
vantage with Metrazol and often interfered 
with the treatment. It is a minimal problem 
with Electric Shock. 

4. Post Convulsive Reaction. Chiefly nausea, 
gastric distress and mental confusion. These 
are all present in much lesser degree with 
Electric Shock. 

5. Traumatic Complications. It is generally con¬ 
ceded that the incidence with Electric Shock 
is lower. 

6. Cardio Vascular Strain. Electro-cardiograph 
examinations show most marked changes 
with Insulin Shock, next Metrazol, and least 
of all with Electric Shock. 

7. Controllability of Shock. With Metrazol sub- 
convulsive reactions produce a marked fear 
reaction and may have a very detrimental 
effect on the patient. In Electric Shock such 
is not the case. Thus subconvulsive dosages 
can be used and many patients treated in this 
manner who could not be treated with Metra¬ 
zol. 

8. Out-Patient Work. As is readily seen from 
the above, Electric Shock is better suited to 
Out-Patient needs. 

Results 

As stated, they are best in the pure depres¬ 
sive states. In other conditions the treatment is 
of more doubtful value. 

With reference to depressions, it must be 
admitted that we cannot be certain as to the 
exact role Convulsive Shock plays in recovery. 
Many depressions recover spontaneously. We 


believe that in some cases a cure is effected that 
would not be obtained by other methods. We do 
feel quite definitely that recovery can be appre¬ 
ciably hastened. Particularly in Involutional de¬ 
pressions the duration of the illness may be 
shortened by several months, in rare cases even 
years. 

Frontal Lobotomy 

I wish to make merely a brief mention of 
this surgical procedure which is beginning to 
arouse interest in neuropsychiatric circles, and 
which in time may prove a useful procedure. 

The operation consists of a cutting of asso¬ 
ciation tracts in the pre-frontal areas of the 
brain, usually in both lobes. The cutting is quite 
extensive in area and on the surface appears as 
quite a drastic procedure. Nevertheless some 
rather remarkable results are claimed. 

We are not any too familiar with the func¬ 
tions of these brain areas but results of this 
operation would seem to indicate that they have 
something to do with the faculties of inhibition, 
foresight and consciousness of self. At least the 
most noticeable changes following operation oc¬ 
cur in these fields. Apparently there is such a 
thing as inhibition, foresight and self-conscious¬ 
ness being carried to extremes not compatible 
with good mental health. Thus damage to these 
faculties may actually do good. 

The procedure was first used by a Portugese 
physician in the treatment of chronic depres¬ 
sive states. Recently the operation has been 
performed on chronic Schizophrenic patients, 
particularly cases showing marked deterioration 
and violent and destructive tendencies. Many 
cases had been in hospital for periods up to fif¬ 
teen years. Rather startling improvements have 
occurred even to the point of return to the home 
environment, and probably it is its application in 
this type of case that is responsible for the in¬ 
creased interest in the method. 

I mention it chiefly as a matter of interest 
but also because at our hospital we are giving 
considerable thought to the advisability of try¬ 
ing out an experimental case or two. The method 
seems worthy of investigation. 
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New Feature 

It is proposed to run a column on Therapeu¬ 
tics for the next few months as a new feature of 
the Manitoba Medical Review. To begin with, 
emended extracts from the recently issued In¬ 
ternes’ Handbook of the Winnipeg General Hos¬ 
pital will be offered. The first extracts appear 
in this issue. 

Comments from readers are invited, and 
suggestions for future topics in this column 
would be appreciated. 

Obituaries 

Dr. Sara Meltzer 

Dr. Sara Meltzer, Associate Pathologist of 
Winnipeg General Hospital, died October 11 in 
the hospital where she had worked for eighteen 
years. Born in Winnipeg in 1900 she studied in 
St. John’s Technical School and Manitoba Med¬ 
ical College from which she graduated in 1924. 
She then joined the pathological department of 
the Winnipeg General Hospital where she con¬ 
tinued without interruption save for post-grad¬ 
uate work under Dr. Masson, University of 
Montreal, and Dr. James Ewing. Cornell Med¬ 
ical School, New York. Under Professor Wil¬ 
liam Boyd and Professor Daniel Nicholson her 
reputation as a tissue pathologist and teacher 
steadily rose. In 1937 she was appointed lec¬ 
turer in Pathology in the Faculty of Medicine, 
University of Manitoba, and Associate Pathol¬ 
ogist, Winnipeg General Hospital. She also 
lectured for many years to the student nurses of 
the hospital. She is survived by her father, 
three sisters and four brothers, three of whom 
are in the Canadian Forces, and one of them, 
Capt. Herbert Meltzer, R.C.A.M.C., formerly 
surgeon at Manitoba Sanatorium, Ninette, is 
now serving overseas. 


By herself and with other members of the 
staff Dr. Meltzer published papers on rheumatic 
fever, thyroid disease, relation of neurological 
lesions to gastric ulcer and findings in experi¬ 
mental tar cancer. 

Dr. Sara was beloved for her qualities of 
mind and heart. Her untimely death is a real 
loss to the hospital and the college. 

Dr. C. William Green 

Dr. Charles William Green died at Winnipeg 
on September 23. Born in the Isle of Wight, he 
was educated at Southampton; then, coming to 
Canada, he entered Manitoba Medical College, 
graduating in 1910. After post-graduate work 
in London, he returned to Canada in 1912, but 
on the outbreak of war he enlisted in the R.C.A. 
M.C. On his return from overseas he resided in 
Winnipeg. He was a member of the Winnipeg 
Cricket Club and of the Public School Boys’ 
Association. 

Capt. Francis W. Hayter at Dieppe 

Capt. Hayter was ashore with the South 
Saskatchewan Regiment for the entire period of 
the action at Dieppe and demonstrated the high¬ 
est order of personal courage and devotion to 
duty under very trying conditions. He estab¬ 
lished three R.A.P.s (regimental aid posts) and 
constantly moved through heavy mortar and 
machine-gun fire from one to another. 

On the beach while evacuating the wounded 
he was subjected to intense artillery fire and 
dive-bombing but persisted in his task, and per¬ 
sonally saw that all who could be taken were 
embarked before he himself would go aboaid. 

Throughout the entire return journey and 
afterwards at a shore hospital, Capt. Hayter 
carried on for more than 24 hours to ensuie the 
comfort and safety of the men under his care. 

(Capt. Hayter, in civilian life a medical doc¬ 
tor, was born June 28, 1907. He was educated at 
public schools in Alameda, Sask., and Winnipeg, 
Daniel McIntyre Collegiate, Winnipeg; the Uni¬ 
versity of Manitoba and the Manitoba Medical 
College, from which he graduated in 1933. 

(Capt. Hayter’s military career began when 
he was commissioned in the Royal Canadian 
Army Medical School at Regina, May 10, 1940. 
After going overseas, Captain Hayter was at¬ 
tached to the 9th Field Ambulance and later to 
the 2nd Anti-Tank Regiment and finally to the 
South Saskatchewan Regiment.) 

American College of Surgeons Cancels 
Clinical Congress 

The annual Clinical Congress of the American College of 
Surgeons which was scheduled to be held in Cleveland Novem¬ 
ber 17-20 1942, was cancelled by the Board of Regents or the 
College at a meeting held on October 14. The Regents weie 
influenced by the present conditions surrounding the general 
war programme which have led to a greater burden on the mem¬ 
bers of the surgical profession in their local communities. 
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Therapeutic Section 


Care of a Comatose Patient 

The chief causes of death in the comatose 
are pulmonary oedema and pulmonary infec¬ 
tion. 

Urine: If bladder enlarges so that it can be 
felt or percussed put in retention catheter and 
empty bladder four-hourly. Sulfathiozol admin¬ 
istration will tend to prevent urinary infection. 
Try to maintain urinary output at 1000 cc’s. 
daily or more. 

Fluids: Nourishing fluids and medication 
may be given t.i.d. after shoving a large Ewald 
stomach tube down the throat for at least 18 
inches beyond the lips (to make sure it is not in 
the trachea). This procedure (called “gavage”) 
is usually simple and speedy and about one- 
third as much trouble as an intravenous. Clamp 
Ewald tube before withdrawal to avoid spilling 
contents down larynx. 

If intravenous fluids are given remember 
that each liter of normal saline contains 9 grams 
of salt, which is an adequate sodium intake for 
24 hours if the patient is not dehydrated or vom¬ 
iting. Too much sodium will give oedema of the 
body or lungs. Extra fluid may safely be given 
as 5% glucose in distilled water. 

Air: Any deeply unconscious patient needs 
an airway, or preferably an Endotracheal tube. 
This tube not only protects against suffocation 
but it prevents inhalation of vomitus. A cath¬ 
eter may be inserted into the tube when neces¬ 
sary for aspiration of mucus. 

100% O- for 12 hours on and 4 hours off, via 
B.L.B. mask, helps to prevent generalized, and 
in particular cerebral, anoxia. 

Occasional CO inhalation helps prevent atel¬ 
ectasis and improves muscular tone. 

Medication: If gavage is used, 2 powdered 
sulfathiozol tablets may be given with the fluids 
via Ewald tube t.i.d. If the intravenous method 
is preferred 1 gram sodium sulfathiozol may be 
given intravenously t.i.d. The purpose of this 
drug is to prevent pneumonia and urinary infec¬ 
tion. 

Shock: Watch for haemoglobin concentra¬ 
tion, pulse rise, and blood pressure fall, as signs 
of shock, and treat accordingly. 

H. W. B. Burns: Remember that an uncon¬ 
scious patient is easily burned and that hospi¬ 
tals are often sued on this account. 

Shock (Capilliary Atony and Anoxia) 

Diagnosis: A rising haemoglobin% (if there 
is no haemorrhage) is one of the earliest signs. 
Pallor, perspiration; rapid, thready pulse; semi¬ 
consciousness or unconsciousness; low blood 
pressure. Hourly observation of pulse and blood 
pressure. 


Treatment 

a. Elevate extremities or place patient in Tren¬ 
delenburg position. 

b. Keep patient warm. Hot water bottles and 
blankets. 

c. In giving fluids, be careful not to increase hae¬ 
morrhage. If blood is not available immed¬ 
iately, use serum, plasma, 6% gum acacia, or 
500 to 1000 cc. of 10% dextrose solution in 
physiological saline, intravenously, at the rate 
of 15 cc. per minute. 

d. Give respiratory stimulants—caffeine with 
sodium benzoate, gr. 7[4 subcutaneously. 

e. If no danger of increasing haemorrhage, give 
gr. % by mouth or intravenously. 

f. 100% oxygen by B. L. B. mask. 

g. Cortin 20 cc. intramuscularly, if patient’s 
condition is critical. 

Medical Causes of Shock: Acute yellow atro¬ 
phy, Addison’s crisis, diabetic coma, anaphylax¬ 
is, Hg CD poisoning, food poisoning, diphtheria. 

Haemorrhage 

If the cause of haemorrhage is not obvious 
and a transfusion is about to be given, it is most 
important to do a full blood count before the 
blood picture is changed by the transfusion. 

Gastric Haemorrhage 

a. Absolute bed rest. 

b. No food or drink by mouth till nausea ends. 
The Meulengracht diet plus Ferrous Sulphate 
gr. 5 t.i.d. The mortality rate under the old 
starvation treatment was very much higher 
than it is under Meulengrachtic method of 
early feeding. 

c. Proctoclysis if indicated. 

d. Blood grouping in case transfusion necessary. 
Transfusion if blood pressure falls under 90 
or haemoglobin under 40. 

c. Morphine if patient is restless. If morphine 
is not tolerated (causes vomiting) give solu¬ 
ble barbital, gr. 3 to 5, intramuscularly. Mor¬ 
phine should be avoided if cirrhosis is sus¬ 
pected. 

Pulmonary Haemorrhage 

a. Absolute bed rest in semi-sitting position. 

b. Sodium amytal 3 grains. 

c. Codeine gr. 1/2 by hypo if cough is distressing. 

Nasal Haemorrhage 

Most nasal haemorrhages are from Hessel- 
bach’s area. Haemorrhage may be controlled by 
inserting a large pledget of absorbent cotton 
saturated in cocaine 10% with Adrenalin insert¬ 
ed into the nostril and pressure applied from 
outside with finger-tip by the patient. 

Next day the bleeding point may be localized, 
cocainized and cauterized with silver nitrate 
fused on an applicator. 
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Catheterization of Males 

Any patient unable to void is given one tab¬ 
let of Prostigmin by mouth at once. If still un¬ 
able to void the dose is repeated in one hour. 
Catheterization is only resorted to at the end of 
the second hour or when discomfort becomes 
severe. In post-operative patients Prostigmin 
is found to obviate about 80% of catheteriza¬ 
tions. 


1. Wash the penis with green soap and water, 
then wrap the glans in a sponge soaked in 
weak bichloride solution for 3 minutes. 

2. Squirt a little sterile K Y jelly on the meatus. 

3. 16 F catheter is held by sterile forceps near 
the point. The other end is held between the 
4th and 5th fingers of the forceps hand. Do 
not allow the part of the catheter which is to 
enter the penis to be touched by any object 
except the meatus and the forceps. The left 
hand holds the penis. The catheter is pushed 
in by the forceps, taking new grips with the 
forceps as the procedure continues. 

4. If this method fails, don gloves and manipu¬ 
late the catheter. If unsuccessful squirt 5 cc. 
sterile K Y jelly into urethra with a syringe 
and try again. If still unsuccessful give an 
opium suppository and put patient in a sitz 
bath for 30 minutes. Then try again with an 
ordinary catheter and a filiform catheter. 
Never use a metal one. If failure, call a spe¬ 
cialist or do a suprapubic aspiration. 

5. All patients over 50 and any others in whom 
urinary infection is feared (e.g., paralytics) 
are to have one tablet of Sulfathiazol b.i.d, for 
3 days after catheterization, starting immed¬ 
iately after the procedure. 


Oxygen Therapy 


Indications for oxygen therapy. This type 
of therapy may be indicated in: 


Pneumonia 

Acute massive atelectasis 
Pulmonary embolism 
Severe hay fever 
Status asthmaticus 
Acute coronary occlusion 
Cardiac disease with 
decompensation 


Carbon monoxide poisoning 
Postoperatively 
Pulmonary oedema 
Post-operative distension 
Subcutaneous emphysema 
Aii embolism 
Encephalography headache 
Gas gangrene 


Cyanosis, dyspnoea, and a rapid pulse are the 
most accurate indirect guides as to the advis¬ 
ability of oxygen therapy. Further, a fall in 
pulse rate is the best clinical evidence that in¬ 
stituted oxygen therapy is effective. 


In the absence of cardiac decompensation, 
the degree of cyanosis in cases of pneumonia is 
usually proportionate to the degree of oxygen 
unsaturation of the arterial blood. Usually the 
cyanosis in pneumonia is lessened or abolished 
by oxygen administration. Also there is usually 
a parallel decrease in the amount of dyspnoea. 
In pneumonia it is wise to continue oxygen ad¬ 
ministration until there is no further clinical 
evidence to suggest oxygen want. 


In massive atelectasis and pulmonary embol¬ 
ism the presence of dyspnoea and cyanosis are 
the chief indications for oxygen therapy. In 
both of these conditions the beneficial effects of 
oxygen administration may be very striking. In 
pulmonary embolism give 1/50 grain Atropine 
and Papaverine gr. i/ 2 intravenously immed¬ 
iately. 

In acute coronary occlusion there may be a 
general tissue anoxemia for several hours or 
days. Further, it is suspected by many that the 
occluding process per se may reduce the oxygen 
supply of certain portions of the myocardium 
to extremely dangerous levels. Here again it is 
wise to continue oxygen therapy until cyanosis 
and precordial pain have disappeared. 

In carbon monoxide poisoning there is evi¬ 
dence that increasing the partial pressure of 
oxygen in the inspired air tends to hasten the 
breakdown of the relatively stable compound 
formed by carbon monoxide and haemoglobin. 

C0 2 Therapy in Atelectasis 

In patients with incipient or established ate¬ 
lectasis CO, inhalation should be tried to make 
the patient breathe deeply and cough. Pure 
CO., is released under the patient’s nose through 
a hose (previously sterilized in biniodide) until 
the breathing is very deep. He is encouraged to 
cough. This may be repeated in 1/2 hour. If this 
fails in a patient with atelectasis, a catheter 
should be passed into the trachea by the direct 
laryngoscope, to induce cough. If the physical 
signs and symptoms are not relieved, an emer¬ 
gency bronchoscopic aspiration is indicated. Sul- 
fathiazol will help to prevent pneumonia. 

Administration of Oxygen Therapy 

The nasal catheter is based on the principle 
that oxygen delivered through the nose into the 
oropharnyx at the level of the uvula determines 
a definite alveolar oxygen tension the extent of 
which depends primarily upon the rate of flow. 
Approximately 8 liters per minute should be 
allowed. This gives the inspired air an oxygen 
concentration of about 60%. 

The B.L.B. (Boothby) mask allows delivery 
of almost 100 r /o oxygen to the lungs. Expired 
air is eliminated from the system through a 
valve arrangement. The flow of oxygen from 
the pressure tank is most effective when main¬ 
tained at from 6 to 10 liters per minute. 

Oxygen treatment of abdominal distention, 
subcutaneous emphysema, air embolism, ence¬ 
phalography headache. This type of treatment 
is based upon the observations that most of the 
distending air in the bowel is swallowed nitro¬ 
gen and that reduction of the partial pressure of 
nitrogen in the blood stream causes a diffusion 
of nitrogen out of the intestinal lumen into the 
blood. By giving pure oxygen and eliminating 
the nitrogen as it is expired (B.L.B. mask) the 
nitrogen in the bowel is gradually removed. 
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To form a FINE EMOLLIENT FILM 

When an Anusol Suppository is placed on a piece of plate 
glass and heated slightly, it will resolve and spread evenly. 
This demonstrates graphically how Anusol Suppositories melt 
at body temperature to form a fine emollient film that lubri¬ 
cates the affected rectal area. Thus, by their soothing action, 
friction is minimized, and congestion subsides. Prompt relief 
follows, marked by genuine symptomatic improvement, for 
Anusol Suppositories contain no narcotic or anesthetic drugs 
that might mask symptoms and give a false sense of security. 

For over three decades, physicians have found Anusol effec¬ 
tive in the non-surgical treatment of hemorrhoids. Why not 
observe for yourself the results of its application? Write on 
your letterhead for a trial supply. Anusol Suppositories are 
available for prescription in boxes of 6 and 12. 

ANUSOL HEMORRHOIDAL SUPPOSITORIES 


WILLIAM R. WARNER & CO., Ltd., 727 King St., West, Toronto, Ont. 
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War Medicine 

National Defence Headquarters, Ottawa, 
has recently announced the appointment of 
Brigadier G. B. Chisholm as Director General of 
Medical Services, Royal Canadian Army Med¬ 
ical Corps; also the appointment of Brigadier 
J. C. Meakins as Deputy Director General of 
Medical Services in charge of Professional Acti¬ 
vities, Royal Canadian Army Medical Corps, and 
Colonel G. A. Winfield as Deputy Director Gen¬ 
eral of Medical Services in charge of Adminis¬ 
tration. Brigadier R. M. Gorssline, who was for¬ 
merly Director General of Medical Services, is 
appointed Inspector of Hospitals. 

Brigadiers Chisholm and Meakins served 
with distinction in the last Great War, the for¬ 
mer winning the M.C. and Bar, while Brigadier 
Meakins was mentioned in despatches twice for 
outstanding professional work. Colonel Winfield 
has been overseas two years, and was in charge 
of hospitalization in Canadian Military Head¬ 
quarters, London, previous to his return to take 
up his new appointment. 

<$> <$> 

The purpose behind the division of duties of 
the Deputy Director General of Medical Services 
is to permit greater attention being given to the 
professional aspects of the Royal Canadian Ar¬ 
my Medical Corps. It is proposed under the 
Deputy Director General of Medical Services 
(Professional) to appoint additional consulting 
physicians, surgeons and psychiatrists to assist 
the professional personnel in the various mili¬ 
tary districts. These consultants will have their 
headquarters in Ottawa, but will keep in close 
personal touch with the districts under their 
supervision. 

<s> 

Special Reception Centres are now being set 
up where Boards will examine all applicants for 
enlistment. These Boards will consist of Medical 
Officers possessing outstanding professional 
qualifications for this type of work. Each Board 
will consist of a physician, a chest specialist, a 
surgeon, an orthopedic surgeon, a psychiatrist 
and an eye,ear, nose and throat specialist, toge¬ 
ther with a radiologist and Personnel Selection 
representative. The purpose of this move is to 
follow more rigidly the physical standards, so as 
to prevent men getting into the Services who 
either break down soon after enlistment and be¬ 
come “E” Category men, or those who upon ex¬ 
amination show that they are “E” Category at 
the time of enlistment. The work of these Boards 
is most important and necessitates the most 
careful physical and mental examinations, in 
order that only those who are in acceptable cate¬ 
gories for military duties are inducted into the 
Army. 


Female physicians are now being accepted 
into the Royal Canadian Army Medical Corps, 
both as specialists and general practitioners. 
Female medical students may now be permitted 
to enlist in the Royal Canadian Army Medical 
Corps under the Government’s accelerated plan 
of medical education. This plan provides enlist¬ 
ment for students for a period not to exceed 
twenty-four months, such period to include in¬ 
ternship either before or after graduation, in 
accordance with the curriculum of the particular 
University concerned. The total period in all 
cases will include internship, and the twenty- 
four months is therefore divisible into three per¬ 
iods, which in some universities takes third, 
fourth and fifth year, while in others it takes 
fourth and fifth year and eight months’ intern¬ 
ship. 

If male medical students are fit they are 
taken on as Privates, given the pay of Privates 
—$1.30 a day plus $1.00 subsistence—and grant¬ 
ed leave of absence. 

Female medical students are taken on as 
members of the Canadian Women’s Army Corps. 
During such time as the medical school is not in 
session students shall be liable to do duty with 
their unit, or be detailed for such military or 
professional duty as may be directed by the 
District Medical Officer. 

Book Review 

War Medicine, a Symposium, edited by Win¬ 
field Scott Pugh (Philosophical Library, 15E. 
40th St., New York City), August, 1942. $7.50. 

This well illustrated book of 565 pages con¬ 
tains 57 articles by well known English and 
American writers including Max Page, C. P. 
Wakeley, Foster Kennedy, Grey Turner, J. G. 
Scadding, G. Gordon-Taylor, R. C. Brock, Win- 
nett Orr, Bishop Harman and Alvin Barach. 

The articles, which were originally published 
in such journals as the British Medical Journal, 
The Military Surgeon, and The American Jour¬ 
nal of Surgery, are here grouped in the main 
divisions of Surgery, Aviation and Naval Medi¬ 
cine, and General Medicine, and each division is 
sub-grouped as far as possible. 

The method of compiling this book naturally 
leads to some overlapping and to some diversity 
of opinion, but taken as a whole it is an excellent 
symposium of war medicine and will be invalu¬ 
able to medical officers in the services. 
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Winn ipeg Medical Society 


C. B. Stewart — President 
C. M. Strong — Vice-President 

Meetings 

Third Friday, each month 


J. C. Hossack — Past President 
Digby Wheeler — Past President 

Next Meeting 
November 18th 

NOTICE BOARD 


H. F. Cameron — Secretary 
A. T. Gowron — Treasurer 

Meetings 

Start exactly at 8:15 p.m. 


The October meeting was devoted to polio. 
First Dr. Bruce Chown spoke on the changed 
conception of the pathology. Then Dr. Deacon 
talked about treatment, the conception of which 
also has changed. A year ago, you may remem¬ 
ber, we had a symposium into which treatment 
entered very little. That was B.S.K. (before 
Sister Kenny). Then her name evoked a smile 
or a laugh or a joke; at this meeting she dom¬ 
inated the scene. Her ideas of spasm, alienation 
and substitution, were explained and illustrat¬ 
ed by Dr. Deacon and Mrs. Ross and glowing re¬ 
ports were given of the results her treatment 
has achieved. 

In leading off the discussion, Dr. J. D. Adam¬ 
son pointed to the palate which could neither be 
fomented nor splinted, yet always recovered 
from its paralysis. From this he inferred that 
if left to themselves patients would probably do 
quite as well as if they were treated. I expected 
some surgeon to jump up and say “In other 
words you would treat them medically.” This 
would almost certainly have caused a great 
laugh as surgeons like to regard “medical treat¬ 
ment” and “doing nothing” as synonyms. How¬ 
ever, either because they were too considerate 
or not bright enough, no surgeon made the 
sally. 

The discussion was continued by Dr. Angus 
Murray, who showed a great knowledge of the 
Scriptures and expressed a great ignorance of 
Nurse Kenny’s ideas. This might be expected 
for while God’s Book is easily comprehensible to 
man, Nurse Kenny’s book is incomprehensible 
even to God. Unlike St. Paul, Dr. Murray had 
not seen the “great light” which seems to have 
turned sceptics into converts elsewhere; or ra¬ 
ther, out of a wide knowledge and great experi¬ 
ence, looked upon it as an “ignis fatuus.” Dr. 
Gardner also had not yielded to Nurse Kenny’s 
persuasion and, while he did not altogether con¬ 
demn, he did not greatly praise. Indeed, the 
orthopedists seemed to regard it as the rejuven¬ 
ation of an old method rather than something 
new, and were inclined to let the verdict of time 
precede their own. 

Duke in “As You Like It” found “tongues in 
trees, books in the running brooks, sermons in 
stones and good in everything,” but he would 
have been surprised to learn the extent to which 
modern science has gone in finding “good in 
everything.” To be sure we have not yet equal¬ 


led the Egyptians who found great virtue in fly 
specks and a sovereign panacea in the excre¬ 
ment of scribes, but we are getting there! The 
latest refuse to give up a valuable therapeutic 
secret is spoiled sweet clover. There is in spoiled 
hay a substance that causes a haemorrhagic 
disease in the cattle that eat it. This substance, 
briefly called coumarin, prolongs the coagula¬ 
tion and prothrombin times and thus retards 
or prevents intra-vascular clotting. In this ac¬ 
tion it resembles heparin, but unlike heparin it 
is inexpensive and can be given by mouth. Dr. 
A. Hollenberg will tell us about it at the Novem¬ 
ber meeting in his paper on “Dihydroxy cumarin 
and its use in Post-operative Thrombosis.” 

Having been instructed how to escape from 
the Charybdis of intra-vascular clotting we then 
proceed to learn how to deal with the equally 
dangerous Scylla of uterine bleeding. The an¬ 
cient therapists had the choice, amongst others, 
of greater plantain, lesser periwinkle, orange 
peel and lentils. At that, the resulting brew 
would probably taste no worse than the late Mrs. 
Pinkham’s well-known nostrum, and would pos¬ 
sibly be quite as effective. And I can’t imagine 
Galen or Aretaeus losing any sleep because he 
had prescribed the lesser periwinkle instead of 
the greater plantain or vice versa. The modern 
therapists with their more numerous and more 
potent remedies have greater difficulty in decid¬ 
ing what to use. In menopausal bleeding the 
quickest and most final way to settle the matter 
would seem to be the removal of the bleeding 
organ. But a good surgeon is one who knows 
when not to operate and when that is his decis¬ 
ion then the radiologist has his innings. Dr. 
Wheeler has been making a study of the subject 
and will give his results in a paper entitled 
“Menopausal Bleeding and X-Ray Therapy.” 

These two papers will furnish a rich and 
meaty educational banquet. Now it is proper 
that the last course on such a menu should be 
something light and palatable but not necessar¬ 
ily nutritious. Accordingly my own contribution 
“The Knights of Malta” will be entertaining 
(I hope) rather than instructive, although it 
may be that also (I hope). Incidentally, this 
meeting is a combined meeting of the Society 
and the Medical History Section. As members 
of the Society you are eligible to become mem¬ 
bers of the Section, and you are invited so to 
become. 



BALANCED NUTRITIONAL SUPPLEMENTS 

'Vi-Tiii CapA 

VITAMINS MINERALS CAPSULES 


Integral Vitaminotherapy Associated to Minerals 

DOSAGE: 1 Vitamine and 1 Mineral capsule daily is the average dose for Adults and for 
Children. For increased effect 2 of each capsule may be given to Adults. 

HOW SUPPLIED: In boxes of 100 capsules—50 Vitamins (green) 50 Minerals (white). 

Samples on request from: 

ANGLO-FRENCH DRUG CO. — 209 St. Catherine Street East — MONTREAL 


For Arthritis - Chronic Rheumatism 

SULFOSALYL 


Containing the three salicylates, sulphur, calcium, thyroid and parathyroid in enteric 
coated capsules, dissolving in the intestines, thus avoiding gastric irritation. 

Samples on request from: 


ANGLO-FRENCH DRUG CO. 


209 St. Catherine Street East 


MONTREAL 
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Department of Health and Public Welfare 


Comparisons Communicable Diseases 


1942 


1941 


TOTALS 


DISEASES 

Anterior Poliomyelitis. 

Chickenpox . 

Diphtheria . 

Diphtheria Carriers . 

Dysentery — Bacillary . 

Erysipelas .-. 

Encephalitis. 

Influenza . 

Measles . 

Meningococcal Meningitis 

Mumps . 

Opthalmia Neonatorum . 

Pneumonia — Lobar . 

Puerperal Fever . 

Scarlet Fever . 

Smallpox . 

Tetanus . 

Trachoma.. 

Tuberculosis . 

Typhoid Fever . 

Para - Typhoid. 

Undulant Fever . 

Whooping Cough . 

Septic Sore Throat 

German Measles .. 

Gonorrhoea . 

Syphilis . 


r- 


r 

A 

'i 

f - 


Sept. 10- 
October 7 

August 13- 
September 9 

Sept. 10- 
October 7 

August 13- 
September 9 

January 1- 
October 7, 

1942 

January 1- 
October 7, 
1941 

8 

6 

88 

463 

44 

970 

47 

24 

73 

26 

1578 

1434 

30 

8 

14 

7 

172 

116 

6 

— 

1 

— 

15 

9 

— 

1 

1 

1 

6 

2 

3 

8 

2 

3 

76 

55 

4 

8 

24 

411 

33 

502 

1 

1 

8 

15 
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222 

18 

26 

47 

12 

4328 

3140 

_ 

2 

3 

2 

20 

42 

42 

38 

56 

35 

2730 

903 

_ 

— 

— 

— 

1 

2 

2 

— 

3 

11 

83 

86 

_ 

_ 

1 

1 

2 

7 

29 

21 

54 

13 

1113 

323 


1 


z 
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1 

_ 

1 
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— 

5 

6 

45 

60 

13 

79 

461 

398 

9 

8 

5 

2 

25 

21 

_ 

_ 

1 

— 

2 

1 

2 

_ 

— 

1 

9 

3 

66 

44 

7 

19 

312 

221 

1 

1 

2 

1 

56 

11 


_ 

3 

1 

259 

1412 

117 

119 

80 

91 

927 

841 

50 

79 

34 

37 

524 

348 


This month we are showing our reported cases of communi¬ 
cable diseases in a different manner to the usual listing by 
municipalities. We would appreciate hearing any comment you 
may wish to make. This page is printed for your information 
and we wish it to be of real value. 

The totals for the year to date are almost all increased with 
the exceptions of poliomyelitis, encephalitis, meningitis and 
puerperal fever, scarlet fever and diphtheria are two of the most 
noticeable. Scarlet has been widespread over the whole con¬ 
tinent so we need not feel too badly about it. The City of Win¬ 
nipeg contributed 14 of the 30 cases of diphtheria for this four- 
week period, St. Boniface 2, Dulferin 2 and there were 7 from 
unorganized territory. 

TYPHOID FEVER showed a small outbreak in Portage la 
Prairie and North Norfolk. All these cases appear to trace to 
one which was ambulant for some time before going to hospital. 

The other communicable diseases show general distribution 
throughout the province and no particular epidemics. 

DEATHS FROM COMMUNICABLE DISEASES 
August, 1942 

URBAN—Cancer 39, Tuberculosis 6, Pneumonia Lobar 3, 
Pneumonia (other forms) 4, Syphilis 3, Lethargic Encephal¬ 
itis 2, Diphtheria 1, Typhoid Fever 1, Whooping Cough 1, 
Meningococcal Meningitis 1, Hodgkins Disease 1. Other 
deaths under one year 17. Other deaths over one year 124. 
Stillbirths 19. Total 222. 

RURAL—Cancer 23, Tuberculosis 7, Pneumonia Lobar 1, 
Pneumonia (other forms) 5, Lethargic Encephalitis 2, Septic 
Sore Throat 2. Other deaths under 1 year 18. Other deaths 
over 1 year 129- Stillbirths 11. Total 198. 

INDIANS—Tuberculosis 4, Pneumonia (other forms) 2. Other 
deaths under one year 4. Other deaths over one year 5. 
Total 15. 

DIPHTHERIA: Thirty cases—we stick out like a sore 
thumb! Has everv child been toxoided recently? Probably not. 

TYPHOID FEVER: Not so satisfactory and our year looked 
fairly good until this little outburst ran the total up. 


SMALLPOX: None reported, but don't neglect vaccination 
and re-vaccination. 

Other diseases, our figures compare reasonably well. Ontario 
and Minnesota have some poliomyelitis but in comparison with 
their populations it is not high. We have been fortunate this 
year as regards polio and encephalitis but of the cases of ence¬ 
phalitis occurring, one-third have died. 


DISEASE 

Anterior Poliomyelitis . 

Meningococcal Meningitis 

Chickenpox . 

Diphtheria . 

Erysipelas . 

Influenza . 

Leth. Encephalitis 

Measles . 

German Measles . 

Mumps . 

Scarlet Fever . 

Septic Sore Throat . 

Bacillary Dysentery . 

Amoebic Dysentery 
Trachoma 
Tuberculosis 
Typhoid Fever 
Typh. Para-Typhoid 
Undulant Fever 
Whooping Cough 

Tetanus . 

Diphtheria Carriers 

Syphilis . 

Gonorrhoea . 
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r . — - PHYSIOTHERAPY = 

by ]. C. Swann 

Member of 

THE CANADIAN PHYSIOTHERAPY ASSOCIATION 

(Incorporated by Dominion Charter) 

Graduate of: Massage, Swedish Movements, 
Muscle Re-education and Medical Gymnast, 2 
years training in Christie Street Hospital, Tor¬ 
onto, Masseur at Deer Lodge Hospital, Pensions 
and Health, Winnipeg, for the past 15 years. 

(Under Medical Supervision or Direction). 

Phone 80 760 438 Somerset Bldg. Res. Phone 

after 1 p.m. Winnipeg, Man. 54195 


LABORATORY 

POULENC FRERES 

OF CANADA LIMITED 

The Home of: 

CORYPHEDRINE 

STOVAGINAL 

DAGENAN 

SONERYL 

Head Office: 

204 Youville Square 
MONTREAL 


Its food value is greater 
than many "Food Products" 

DREWRYS DRY 
GINGER ALE 

3 Sizes; 6-oz — 12-oz. — 28-oz. 


Prescribe with 

Q ' ;• " , 

Confidence l 
/Inca 

PHARMACEUTICAL 

PRODUCTS 

Manufactured by 

ANGLO CANADIAN DRUG COMPANY 
Laboratories —OSHAWA, CANADA 

-WESTERN AGENTS- 


Campbell & Hyman 

Limited 
236 Edmonton Street 
Winnipeg, Man. 


PR I VINE "CIBA" 
NASAL DROPS 

For the prevention and treatment of rhinitis 
(acute, chronic and vasomotor), hay fever, 
sinusitis, laryngitis. 

Issued: 

Bottles of l ounce with dropper, and bottles 
of 4 ounces. 

CIBA COMPANY LIMITED • Montreal 






















